Interdisciplinary issues in occupational health nursing can involve such diverse groups as management, labor, safety specialists, industrial hygienists, and physicians. However, as is the case in other health care settings, the key professional interaction is often between the nurse and physician. The occupational medicine specialist is not merely cognizant of your concerns and problems, he is absolutely dependent on your skills to achieve the health care objectives for which we jointly strive. Recognizing this interdependency, it is my intent to offer constructive recommendations for improving what is already a commendable job being performed every day by occupational health nurses throughout the country. My objective is not to present a detailed, comprehensive critique of all the problems facing the contemporary occupational health nurse, but rather to identify a few areas of practical concern in which improvements can be initiated now.
An increasing number of occupational medicine specialists have had formal training in a purely clinical field such as internal medicine and therefore have Presented at the NIOSH National Occupational Health Nursing Symposium, "State of the Art: Directions for the Future," Cincinnati, Ohio, June 1-3, 1983. 534 worked closely with nurses in the hospital or outpatient environment. While most hold nurses in these traditional settings in high esteem, it is during their occupational medicine practice that they come to fully appreciate the uniquely indispensable role filled by the occupational health nurse (Strassor, 1982) . In the usual industrial setting, the success of a health program is more dependent on the skill, training, and caring of the nurse than any other single individual. The nurse is usually the first health professional an employee will contact and who will often take care of the worker's problem without need for physician referral. In this sense, you are truly unique within your own profession. In occupational health, the interaction of the physician and the nurse is more on a colleague-to-colleague level than perhaps in any other health care field. Both occupational health physicians and nurses must deal with a variety of nonhealth personnel including union stewards, plant managers, insurance company representatives, and attorneys. Therefore it is not surprising, given the similarities between our two professions, that we should experience problems and concerns.
In my interaction with nurses, I have been made awareof four recurrent problems that I refer to as the "4 C's": communication, competency, credibility, and costs.
Communication is a two-way process. It requires certain attributes in both the individual transmitting information and the one receiving it. We all know of colleagues who are quite competent in their respective fields but have difficulties communicating information because of suboptimal speaking or writing skills. Although it may not be necessary for every occupational health nurse, those engaged in formal communication processes should be assessed for this ability. Remedial course work in public speaking and writing should be prescribed for those requiring improvement. Even effective communicators can hone their skills with additional effort and training.
The other side of the equation, the persell the nurse is communicating with, is a more difficult issue. Lay people, both labor and management, are usually unfamiliar with complex scientific matters, and occupational health topics are no exception. Furthermore, people tend to believe what best suits their economic interests, particularly in Workers' Compensation cases. It is often necessary to present the same information several times in both written and oral form before comprehension is finally achieved. As we occupational health professionals increase our communication skills with lay people, this situation will be significantly improved.
Difficulties in the nurse's communication with management and labor pale in comparison to problems encountered with physicians. Most commonly these involve ignorance of workplace exposures and job qualifications, unquestioned acceptance of the employee's version of an incident, and the prescription of seemingly excessive medical leave. Yet, when asked if these are ever brought to the attention of the attending physician, the answer is usually "no." This is a prime example of a communication problem. If the physician is unaware of working conditions or job qualifications. whose fault is that? Invite the physician to tour your plant and pay for his time there. Provide him with written job descriptions and qualifications. Develop a list of "restricted duty" positions. In cases of prolonged absenteeism, call the doctor and determine if the employee can return to a restricted or "light duty" job before the healing period is complete. One industry in our area developed a formal "light duty program" and presented it to the local medical community. Thus far it seems to be working well and lost work days are declining. In initiating any such program at your plant, you will obviously need to convince your management to allow employees to return before they are "completely healed." It is a source of continual amazement to me how some companies complain about lost work time and excessive medical leave but remain unwilling to allow an employee to return to even a restricted duty job until he is "100% well."
Appreciate the physician's problems in dealing with Workers' Compensation cases. Unless he has information to the contrary or reason to believe the worker is being untruthful, the doctor has no other choice but to accept the patient's version of the story. The physician is also aware that many "problem employees" have significant psychologic overlay, but this does not necessarily mean they are malingerers. In times of increasing malpractice litigation and competition for patients, the physician may understandably wish to avoid antagonizing his patient. Nonetheless, do not hesitate to contact the employee's doctor to discuss questionable circumstances or to provide additional information. Be persistent in this regard, not vexatious or adversarial. With skill, understanding, and persistence, many communication problems can be satisfactorily resolved.
Competency Is an ongoing concern in all health professions. I personally prefer discussing "competency" or "excellence" rather than "professionalism." The latter term, like the word "love," has become so overused as to have lost much of its meaning. In this area, like so many others, occupational health physicians and nurses have similar problems. Occupational medicine has not been regarded by other physi-cians as a prestigious specialty. Part of this is due to the bias of clinicians, particularly surgeons, against anyone who isn't exclusively involved in patient care. Some is also attributable to genuine ignorance and apathy about the benefits of prevention. Regrettably, our low standing is partially our own fault, and I suspect the same can also be said of occupational health nursing. Industrial medicine, as our field used to be known, was once described as "a haven for the tired, retired and retarded." Although the number and quality of formal occupational medicine training programs and individual practitioners has improved over the past decade, old stereotypes die slowly. The occupational health nurse has suffered from a similar stigma. To dispel this unfavorable image, both our professions have justifiably directed more attention to the issues of training, certification, and continued education. I applaud your efforts in this regard and would encourage you to persist, particularly in the area of continuing education for the practicing occupational health nurse, many of whom have never had formal training. Educational budgets for nursing personnel, never sufficient to begin with, are one of the first items cut in any budget crunch. Your professional association must convince management and government that this is ill-advised and shortsighted.
A perennial problem for occupational health physicians and nurses is maintaining credibility in the eyes of both management and labor. We share in the misfortune of being in the health care field most tainted by adversarial relationships. This is a natural consequence of our involvement with the Workers' Compensation system, the standard-setting process, and labormanagement disputes -all situations in which adversarial posturing is fostered by both sides. While politicians, lawyers, labor leaders, and businessmen may think this system desirable in achieving their own ends, it is generally detrimental to the proper delivery of occupational health care. Under constant adversarial pressure, some physicians and nurses have tossed objectivity "to the winds" and have chosen sides. Such pejorative labels as "company doctor," "company girl," and "hired gun" have been used to describe these people and in some cases, regrettably, are not without a modicum of truth. The resultant loss of credibility has fostered the belief among certain elements of society that our opinions are for sale. Tosay this has made matters difficult for ethical members of our professions is an understatement. It is not unusual to have disagreements on issues in occupational health. Equally sincere and competent individuals can be found to line up on all sides of an argument. However, because of our credibility problem, workers fail to appreciate that such differences of opinions are not unusual, and do not necessarily indicate that one side or the other is being deliberately deceitful.
Occupational health nurses seem to experience difficulties in their role in the Workers' Compensation system. Providing initial treatment of work-related injuries, maintaining accurate medical records, and assuring proper referral of injured workers would not seem to be particularly adversarial. However, the occupational health nurse may also be involved in filing forms and functioning as an informational resource for management. In this capacity it should not be the nurse's role to create an excuse tor management to fire or transfer a difficult employee (Wilkinson & Wilkinson, 1982) . Do not allow yourself to be used as a pawn. Maintain your objectivity. Striveto adhere to the scriptural admonition to be "neither partial to the poor man, nor over-awed by the rich." Your credibility is your most precious asset. Once you have lost it, it is gone forever.
Display the AAOHN Code of Ethics (1977)in a prominent place in your medical unit. Send a copy to your management putting them on notice as to where you stand. In maintaining one's ethical independence, the issue of job security is certainly not an irrelevant concern. Some management personnel may mistakenly assume that they have purchased your opinion because they pay your salary. Any evidence of objectivity on your part may be '{iewed as insubordination or worse. How to keep a clean conscience and your job at the same time is no small task. I recognize this dilemma may be more difficult for the nurse than the physician because of dif-ferences in income and job mobility. At what point it becomes no longer possible to maintain one's ethics in a given employment situation is obviously an individual matter. Widespread dissemination of the AAOHN Code of Ethics will assure that fewer nurses in the future will need to agonize over such a decision.
The problem of costs is a major Issue plaguing occupational health personnel. A protracted economic recession concurrent with diminished government regulatory activity have been twin disasters. In many industries new initiatives have been halted and existing programs slashed. While some of this may have been unavoidable, it is also symptomatic of the low esteem in which occupational health services are held. We are not viewed as a profit-making entity but rather as an expense to be trimmed in any way possible. The pursuit of short-term profits has obscured the long-term economic benefits of keeping the work force healthy. The terms "cost-benefit" and "cost-effectiveness" are used by businessmen and bureaucrats alike, oftentimes without the realization that they refer to a process more akin to an art form than a science. Cost-benefit analysis is a legitimate pursuit but its advocates must acknowledge that only the cost side of the equation can easily be calculated. Benefits often can only be approximated in terms of injuries or disease prevented, a difficult task to be sure. In such circum-stances benefits can be estimated from past episodes of failure, what has been referred to as the "economics of neglect." If there are any doubts about the potential economic benefits of disease prevention, one need only consider the present plight of Manville Corporation, facing 16,000 asbestos lawsuits for an estimated 2 billion dollars in total claims! On a more local level, occupational health nurses are continually pressed by management to justify their existence economically. It is difficult to provide detailed guidelines on how this best can be accomplished in individual circumstances. However, one generally helpful method is to keep a log of employee visits including procedures performed and counseling provided . Compare these to charges for similar visits, procedures and services at the local emergency room or physician's office. Be certain to tabulate work time that would be otherwise lost by traveling to and from off-site medical facilities. Place an economic value on increased employee productivity resulting from reduced absenteeism. Studies which have taken all these factors into account have confirmed that occupational health nurses are indeed cost-effective in dealing with many employee health complaints and on-the-job injuries. The authors of a 1980 NIOSH study concluded, "While it is not possible to derive a specific bottom-line savings or cost/benefit ratio our data do demonstrate that occupational health nursing programs can provide substantial economic benefits which in some instances . . . may completely cover the cost of the program" (Young, 1980) .
The "4 C's" -communication, competency, credibility and costs -are dilemmas shared by both the occupational medicine physician and the occupational health nurse. Resolution of these problems will be neither quick nor easy. Any hope for even a modest measure of success will depend on sustained, cooperative efforts by our respective professions. It is my sincere hope that suggestions made during this brief article will provide.some common basis for future joint endeavors.
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